Sir, A 28-year-old male was referred to our centre for further evaluation of a lump in the right breast. He was being conservatively managed at an outside centre with a presumed clinical diagnosis of gynecomastia. His past, medical and family histories were unremarkable. Clinical examination revealed a well circumscribed, mildly tender, 5×4 cm hard lump in the right breast overlying anterior arc of the right third rib, just lateral to the sternochondral junction. The overlying skin was normal; there was insignificant right axillary adenopathy. All hematological and biochemical investigations were within normal limits. A chest skiagram and a subsequent chest computerized tomography demonstrated a 5×4 cm expansile, lytic lesion involving the anterior arc of the right third rib with cortical thinning and disruption and with adjacent soft tissue invasion. (Figure 1a) A bone scan revealed an isolated increased uptake in the right third rib. (Figure 1b) A fine needle aspiration and a subsequent trucut biopsy were suggestive of a Giant cell tumour (GCT). Following diagnosis, an anterior thoracotomy and a wide resection of the third rib lesion was performed; the resultant bony defect was bridged with a prolene mesh. (Figure 2a , b) Macroscopic examination revealed an irregular tumour measuring 5.0×3.5×2.5 cm showing large chondroblastic areas along with areas of osteoid production. The tumour cells were round, slightly elongated with vesicular to hyperchromatic nuclei and moderate cytoplasm. Many osteoclastic giant cells were also seen, the final impression was that of a giant cell tumour rib with reactive osteiod formation. (Figure 3a, b) The patient remains well without evidence of recurrence one and a half years following surgery.
Giant cell tumor of bone is a distinct clinical, radiological and pathologic entity accounting for about 4-5 % of all primary bone tumours. It is a benign but locally aggressive neoplasm, classically seen as a purely lytic lesion of the epiphyseal or metaphyseal-epiphyseal region of long tubular bones extending to the articular surface. Around 60 % of the tumours arise around the knee joint, isolated cases have been reported in the scapula, sternum, patella, vertebra, skull, and talus [1] . A rib is an uncommon site for origin of a GCT with a reported incidence of less than one percent. Even in the cases involving the rib, most were located in the posterior arc [1, 2] , anterior arc involvement was noted in our patient.
The majority of patients with GCT will present with a lytic geographic lesion that destroys the involved bone [3] , approximately 20 % are associated with a soft tissue component. Histologically, GCT shows a diffuse proliferation of multinucleated, osteoclast-like giant cells in a background of oval-to spindle-shaped mononuclear stromal cells [4] ; the differential diagnosis includes brown tumours, telangiectatic osteosarcoma, malignant fibrous histiocytoma, chondroblastoma, and aneurysmal bone cysts.
GCTs are locally aggressive tumors and hence wide excision is usually recommended in all cases [5] . A majority of the patient typically have a benign course, however, a small subset of them (<5 %) show evidence of metastatic involvement, usually to the lung. In conclusion, GCT arising from the chest wall is rare and difficult to diagnose, especially when the tumour is located in the anterior arc of the ribs; the differential diagnosis easily lends itself to a primary breast lump. 
